Rectal varices are reported in about 38% to 94% of patients with portal hypertension 1 ; however, they present with significant bleeding in fewer than 5% of patients. The current treatment options for bleeding rectal varices include endoscopic injection sclerotherapy (EIS), endoscopic band ligation, 2 transjugular intrahepatic portosystemic shunt placement, balloon-occluded retrograde transvenous obliteration, 3 and cyanoacrylate alone 4 or a combination of cyanoacrylate and coils. 5 We report a case of rectal variceal bleeding managed with EUS-guided coiling alone.
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A 65-year-old man with alcohol-related decompensated cirrhosis of the liver with portal hypertension (Model for End-Stage Liver Disease [MELD] score of 25) presented with recurrent lower GI bleeding to a local hospital, where he underwent multiple sessions of sclerotherapy for hemorrhoids. He had received multiple transfusions of packed red blood cells and fresh frozen plasma at the local hospital, but inasmuch as his bleeding persisted, he was referred to our center.
At our center, after initial hemodynamic stabilization, sigmoidoscopy revealed large rectal varices ( Fig. 1) , not hemorrhoids, as previously thought, with active bleeding from 2 sites (Fig. 2) . Rectal varices were distinguished from hemorrhoids. Rectal varices were more than 4 cm above the dentate line. 6 EIS was done with 16 mL sodium tetradecyl sulfate 1% into 4 sites, but we were unable to achieve hemostasis. Because of persistent active bleeding, 2 mL of cyanoacrylate was injected under direct vision onto the bleeding site (Video 1, available online at www.VideoGIE.org). Hemostasis was achieved, and the patient was discharged.
A week later he presented again with lower GI bleeding. A repeat sigmoidoscopy showed a thrombosed area of previous glue injection. No soft areas could be identified on probing with closed biopsy forceps.
As our experience with coils for the management of gastric varices and duodenal varix was good, 7 we opted to do an EUS to assess the feasibility of EUS-guided coiling. EUS showed large, submucosal, rectal collateral varices (Fig. 3) . The Doppler study showed good flow velocity (Fig. 4) . EUS-guided coiling was done using a 19G needle as previously reported. 5 The varix was punctured with a single sharp jab, the stylet was withdrawn, and two 5-mm coils were deployed under EUS guidance. Selection of the coils was based on the diameter of the varix, which was 5.9 mm. Because larger Written transcript of the video audio is available online at www.VideoGIE.org.
coils of the same size or bigger were unavailable, we chose to place two 5-mm coils. A repeat Doppler study done immediately after coil deployment showed significant reduction of flow. The absence of Doppler flow was reconfirmed after 2 minutes, and the needle was removed (Fig. 5) . During EUS, rectal varices are seen to be rounded, oval, or longitudinal hypoechoic areas in the submucosa. Perirectal collateral veins may also be seen outside the rectal wall. 8 Sharma and Somasundaram 9 described EUS-guided glue injection as a viable option in bleeding rectal varices. Romero-Castro et al 10 described their case series of EUS-guided coiling for rectal varices for which they had used multiple coils. Weilert et al 5 described the use of coils and glue in their series and used multiple glue injections and coils in their study; however, in the present case there was no further requirement for injection of glue or for coil because Doppler flow had disappeared completely with the initial deployment of 2 coils. Messallam et al 11 reported the use of coils along with glue for bleeding rectal varices, but they completed the procedure in 2 sessions and required more glue. Our patient was followed up for 3 months, and he died as a result of adverse events related to decompensated cirrhosis, not because of the bleeding.
In patients with cirrhosis and portal hypertension with severe lower GI bleeding, the possibility of rectal varices should be considered. EUS-guided coiling of a rectal varix is an option to control bleeding. 
